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Automated External Defibrillators in 
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8, the American Heart Association (AHA) and American College of Sports Medicne (ACSM) 

led recommendations^- for health/fitness facilities regarding the screening of clients for the 

presence of cardiovascular disease, appropriate staffing, emergency policies, equipment, and procedures 

organizations that offer exercise-based health and fitness programs as tiieir primary or secondary service 

tor that promote moderate- to vigorous-intensity recreational physical activity. These range from level 1 
(unsupervised exercise room) to level 5 (medically supervised exercise program), and their specific 
.characteristics are outlined in Table 1 . Details regarding emergency readiness are provided in the 
I AHA/ACSM recommendations^'^ and emphasize that all health/fitness facilities must have written 

emergency policies and procedures that are reviewed and practiced regularly, and that in all supervised 

{facilities, exercise leaders must be trained in basic cardiopulmonary resuscitation (CPR). Because of the 
publication of the 1998 AHA/ACSM recommendations, 47 states have since passed Good Samaritan 
legislation, and the federal government has passed the Cardiac Arrest Survival Act and the Rural Access 
I to Emergency Devices Act as components of the federal Public Health Improvement Act of 2000- 

These state and federal laws now serve to expand Good Samaritan legal protections to users of 
automated external defibrillators (AEDs) throughout the nation. Therefore, the purpose of this statement 
is to supplement the 1998 AH.VACSM recommendations^'^ regarding the purchase and use of AEDs in 
health/fitness facilities. Similar to the parent document,^'^ these recommendations are based on a review 

final approval by AHA and ACSM. The recommendations are not mandatory or all encompassing, nor 
do they limit provision of individualized care by health/fitness facilities exercising independent 
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View (his table: Table 1. Health/Fitness Facilities— Emergency Plans and Equipment' 
[in this window] 

Role of AEDs in the Chain of Survival 

An AED is a device that incorporates a rhythm-analysis system and a shock-advisory system for victims 
of cardiac arrest.J- The AED advises a shock, and the operator must take the final action to deliver the 
shock. The International Guidelines for Cardiopulmonary Resuscitation and Emergency Cardiovascular 
Care- conclude that early CPR is the best treatment for cardiac arrest until the airival of an AED and 
advanced cardiac life support care. The chain of survival includes a series of actions designed to reduce 
mortality associated with cardiac anest. Early CPR plays an important role in the chain of survival that 
includes the following links: 1) early recognition of cardiopulmonary arrest, 2) early CPR, 3) early 
defibrillation when indicated, and 4) early advanced cardiac life support care.^ Early CPR can prevent 
ventricular fibrillation from deteriorating to asystole, may increase the chance of successful 
defibrillation, contributes to the preservation of heart and brain function, and significantly improves 
survival.- Importantly, for victims of sudden, shockable cardiac arrest (ventricular fibrillation or 
pulseless ventricular tachycardia), the single greatest determinant of survival is the time firom collapse to 
defibrillation. A recent review— summarizes the data comparing the time-to-shock between first 
responders (i.e., fu-efighters, police, and emergency medical system (EMS) basic life support personnel) 
versus paramedics and demonstrates significantly shorter times among first responders in three of five 
studies. A survival rate, among victims of witnessed ventricular fibrillation cardiac arrest, as high as 
90% has been reported when defibrillation is achieved within the first minute of collapse.^'il'^"^'^ 
t Survival rates decline 7-1 0% with every minute that defibrillation is delayed, such that a cardiac arrest 

victim without defibrillation beyond 1 2 minutes has only a 2-5% chance of survival .J- The highest 
survival rates for out of hospital cariiiac arrest have been reported in cardiac rehabilitation programs 
equipped with defibrillators (i.e.. Table 1 : level-5 facilities), where survival approaches 90%.^J-'-'i4J^21 
The International Guidelines^ conclude that public access to defibrillation (PAD) accomplished by the 
placement of AEDs in selected locations for immediate use by trained laypersons may be the key 
intervention to significantly increase survival from an out-of-hospital cardiac arrest. Two recent 
observational studies report impressive results regarding the effectiveness of PAD in persons with 
witnessed cardiac arrest, who are in ventricular fibrillation, with AED placement in casinos^ and on 
airplanes.^ The cardiac arrest survival rates to discharge from the hospital were 53% and 40%, 
respectively. 



Cardiovascular Risks of Exercise 
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The AHA/ACSM Recommendations-'- provide details regarding the cardiovascular risks of e; 
I '. is clear tltat the risk of adverse cardiovascular events including death is greater among those in 
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with cardiovascular disease than among presumably healthy individuals." 

imore than 30 million individuals who exercise at health/fitness faci 
in the number of members older than 35 yr (approximately 55% of cuaent membership),-'^ it is 

reasonable to presume that the number of members with cardiovascular disease (and other 
I comorbidities) is rising as well. Although there are no data regarding the incidence of cardiac arrest at 

health/fitness facilities, two recent surveys provide some important insight. A large database consisting 
i of more than 2.9 million members of a large commercial health/fitness facility chain demonstrates 7 1 

deaths (mean age 52 ± 13 yr; 61 men, 10 women) occurring over a 2-year period, yielding a rate of 1 

death/100,000 members/year. The death rate vyas highest among those members who exercised less 
{ frequently, such that nearly half of exercise-related deaths were in those who exercised less than 

once/week.— The cardiac arrest rate was not reported but was presiunably higher than the death rate. A 
i recent survey of 65 randomly chosen health/fitness facilities in Ohio-^ reports the occurrence of sudden 

cardiac arrest or heart attack in 17% of facilities during a 5-year period. Notably, only 3% of facilities 
j had an AED on site. Thus, it is prtjdent to conclude that health/fitness facilities should be considered 

I among the sites in which PAD programs should be established. 



I Recommendations 

It is essential to acknowledge that emergency equipment alone does not save lives. The ACSM/AHA 
r Recommendations^'^ emphasize the importance of written emergency policies and procedures that are 

reviewed and practiced regularly. Well-trained health/fitness facility staff members are essential to 
jj; maintain strong links in the chain of survival for their clients. Effective placement and use of AEDs at 

•i health/fitness facilities ( Table 1 : levels 1-5) i sensyu raged, as permitted by law, to achieve the goal of 

minimizing the time between recognition of cardiac arrest and successful defibrillation. Until further 
I ! definitive data are available, AED placement i s.jltOP^ y enjjjj^ijrgpigd in those health/fimess facilities w 

a large number of members (i.e., membership > 2500; (> median size health/fitness facility!^)); those 
j; that offer special programs to clinical populations (i.e., programs for the elderly or those with medical 

•^ conditions (level 4)) (note that in level-5 facilities, current equipment standards require 

^ ., defibrillato.s^-^'¥; '■"''^,8i1frfl'^1f^ff'V%it;iiliitTiaiTl.#-': hifasiimsit^ 

exercise rooms (level- 1 faciUties), such as those that might be located in hotels, apartment complexes, oi 
|, office buildings, the AED should be part of the overall PAD plan for the host facility. At the least, an 

" unsupervised exercise room should have a telephone available in the room with clearly posted numbers 

J to call in case of emergency. In supervised settings, it is essential that designated health/fitness facility 

I staff members who are trained in CPR be present during all hours of operation. CPR should be initiated 

as soon as a cardiac arrest is recognized and should be continued until the AED is placed on the victim 
I and is activated. In cases of cardiac arrest not due to ventricular fibrillation (VF) or pulseless ventricular 

tachycardia (VT), AEDs are of no value, and CPR must be maintained. Also, after successful 
m termination of VF/pulseless VT, the rescuer must be able to open the ainvay and support ventilation and 

I \ Therefore, the establishment of a PAD at all health/fitness facilities is encouraged. This plan should 

I 
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include the following: 

• Have written emergency policies and procedures that are practiced regularly (i.e., at least once 
every 3 months). 

• Designate staff members who are trained in CPR and function as first responders in the 
health/fitness facility setting during all hours of operation. 

• Train staff to recognize cardiac arrest. 

• Activate EMS — assign staff to meet the emergency response team at the entrance of the facility so 
that they can be promptly guided to tlie victim. 

. Provide CPR. 

• Attach/operate AED (detailed instructions are provided by the specific equipment manufacturer 
and general recommendations are outlined in the Guidelines 2000 for Cardiopulmonary 
Resuscitation and Emergency Cardiovascular Care.-^) 

. The use of AEDs in infants and children < 8 yr of age is not reconunended.l 

Health/fitness facilities should coordinate their PAD program with the local EMS, because many 
dispatch systems use local phone-directed protocols to assist rescuers in the use of AED and may notify 
local EMS en route that an AED is being used at the scene. Moreover, the local EMS may assist with 
program planning and quality improvement, including medical direction, AED deployment and 
protocols, training, monitoring, and review of AED events.- Emergency drills should be practiced at 
least once every 3 months or more often when staff changes occur.^'^ When new staff are hired, new 
team arrangements may be necessary. The simulated use of AEDs in drills offers the best opportunity for 
le AED device in proper working condition according to the 
is essential. PAD programs must comply with local or regional 



ji Costs 

Details regarding the technical asjjects of AEDs are available elsewhere.-''^ At present, the cost of an 
j, AED is approximately $3000^54500 per unit. It is expected that the price of AEDs will likely decreasi 

"'" as their use becomes more widespread. The National Heart Lung and Blood Institate (NHLBI), in 

. partnership with the AHA and industry, is conducting a multisite, controlled, prospective study to 

I determine the efficacy and cost-effectiveness of placing AEDs in a variety of public settings. A recent 

independent study *^ has demonstrated that a program of placing AEDs on large (>200 passenger) and 
I medium (> 1 00 passenger) capacity aircraft attain generally accepted levels of cost-effectiveness. 

However, the cost-effectiveness of AED deployment on smaller aircraft is, at this time, less certain. 

(Similarly, as the cost-effecUveness of AED placement in health/fitness facilities is unknown, it is 
expected that these recommendations will be reviewed and updated when Such data become available. 
At this time, individual heahh/fitaess facilities are encouraged to maintain data on the utility of their 
I PAD programs and perhaps engage in a collaborative effort with other health/fitness facilities to asses 

the success of their programs. 



Summary of Key Points 
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The Cardiac Arrest Sun-ival Act and the Rural Access to Emergency Devices Act, as components 
of the federal Public Health Improvement Act of 2000, as well as Good Samaritan laws passed in 
47 states, expands Good Samaritan legal protections to users of AEDs throughout the nation. 
. The placement of AEDs in selected locations for immediate use by trained laypersons may be the 

I key intervention to significantly increase survival from an out-of-hospital cardiac arrest. 

• The chain of survival includes a series of actions designed to reduce mortality associated with 

i' cardiac arrest'and includes the following links: 1) early recognition of cardiopulmonary arrest, 2) 

early CPR, 3) early defibrillation when indicated, and 4) early advanced cardiac life support care. 
Well-trained health/fitaess facility staff members are essential to maintain strong links in the chain 
of survival for their clients. 
Effective placement and use of AEDs at all heaJth/fitness facilities f Table I : levels 1-5) is 

■ encouraged, as permitted by law, to achieve the goal of minimizing the time between recognition 

of cardiac arrest and successful defibrillation. Until further definitive data are available, AED 
placement is strongly encouraged in those health/fitness facilities with a large number of members 
(i.e., membership > 2500); those that offer special programs to clinical populations (i.e., programs 
for the elderly or those with medical conditions (level 4)); and those health/fitness facilities in 
which the time from the recognition of cardiac arrest until the first shock is delivered by the EMS 
is anticipated to be > 5 minutes. In unsupervised exercise rooms (level-1 facilities), such as those 
that might be located in hotels, apartment complexes, or office buildings, the AED should be part 
of the overall PAD plan for the host facility. 

♦ Health/fitness facilities should coordinate their PAD program with the local EMS. 

|: . Emergency drills should be practiced at least once every 3 months or more oEen when staff 

jH' • PAD programs must comply with local or regional regulation and legislation. . 
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determined primarily by the length of time from the 
onset of ventriculir fibriUation to electrical defibrilla- 

Heart Assodadon initiited a program to ensure pubUc 
access to de6briUation and reduce the delay bcnreen 
coUapsc and electrical defibrillation." The keys to re- 
ducing the interval fiom collapse to defibrillation are 
increasing the availabifity of automated external defib- 
rillators and increasing the number of people trained 
to use them. We conducted a prospecnve obsem- 
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don would ino-cas. 






Case 1 :06-cv-01 31 0-GK Document 1 7-8 Filed 1 1 /30/2006 Page 1 1 of 38 



my Hid physiology of canJiac urea, i^ 






RESULTS 
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s, and 8 percent from friends or coworkers, 
an intervals from coUapse to various inten'cn 
c 2.9±2.8 minutes for cardiopulmonary res 



5c from the hospital; those who di< 
It of the hospital (29 percent), or ai 



10 (10 percent) we 
i died before discharge, and 56 (53 pc 
:d to discharge from the hospital. 
Vc performed subgroup anaJ)'sis on dat 



percent), with a mean (±SD) age of 65±11 years. The 
demographic characteristics of this subgroup did not 
differ significandy from those of the entire group of 



ted external dcfibriUato 
>cnsivc and that require 
us portable defibrillatoi 



officers of the Clark County Fire Depart- 
ned that casino security officers, whose job 

osly received medical training other than 
opulmonary resuscitation, would be ideal 
for training in a rapid-defibriliation pro- 

duc to ventricular 6brillarion through the 
ed in tim project were very high for persons 
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dicatc that less than 20 percent of cardiac an 
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These naults have impUcations for the Public 

Defibrillation Study fimded by the Nadond Heart 
Lung, and Blood Institute, a prospective, laidomiKO 
study of rapid defibrillation by nonmedical prwden. 
Sj^val rates in study sites where coUapsc-to-defib-^ 
rh *^^n four minutes may not be much higher 



defibrillation by 
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■vices systems widi prolonged response nmcs. ^■ 
,os also have an unusually high density of cartLac 
•ests in their pubUc areas, in comparison with other 



odicr than the parddpating casinos during th 
period. At the time the study was tmdcnakcn, -.. — 
Snty ibout potenriil legal UabiUty limited die group 
of -casinos willing to risk participation A rolhne im- 
plementation strategy, such as we used, vras 
fbisible option. In addition, there was no 6^" 
rologic testing in survivors. However, the 
,f the subjects sheds Ught on their neurt 
ion at discharge. At the end of the study, ..^ o« ...„ 
vas dependent on others for daily support Thercforc, 
t is unlikely that any survivor could be classified in cer- 
ebralflxribnmncc categories higher than i(fodai- 
ebral pifomiance) or 2 (moderate cerebral dMbUity) 
•^ --■•->■, used Cerebral Performance scale." 
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From: Am eri tan Heart Asspeia tion 

Pulse check no longer recommended for layperson CPR 

The American Heart Association today unveiled a major revision of 
recommendations for cardiopulmonary resuscitation (CPR) and the 
treatment of cardiovascular emergencies. These new emergency 
cardiovascular care (ECC) guidelines cover a variety of topics such as 
CPR, automated external defibrillators (AEDs) and recommendations 
for emergency medical personnel. One of the major changes is the 
recognition that a pulse check is unreliable, and recommendation that 
no pulse check be done before bystanders begin administering chest 



The new guidelines were announced at a news conference today in 
Washington, D.C. and will be published in the August 22 issue of 
Circulation: Journal of the American Heart Association. 

The International CPR and ECC Guidelines 2000 are designed for 
both lay rescuers and healthcare providers and include the most 
effective methods for treating cardiovascular emergencies such as 
sudden cardiac arrest, heart attack and stroke. They were developed 
by an international panel of experts following a process of scientific 
evidence evaluation, debate and consensus development. "These are 
lifesaving measures and we wanted them to reflect the most up-to- 
date science," says Rose Marie Robertson, M.D., president of the 
American Heart Association and professor of medicine at VanderbiU 
University Medical Center in Nashville. 



"We recognize th 



i very difficult for.a layperson to assess 
pulse within the first few seconds of a 
icy," says Vinay Nadkami, M.D., chairman- 





Wilmington, Del. He says re: 



I. duPont Hospital for Children in 
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of lay rescuers are wrong about wheth 
Therefore, the new guidelines recomn 
instead look for normal breathing, mo 
and other signs of circulation when de 



ling whether to begin chest 



The deletion of the pulse check from layperson CPR training has 
already been successfully implemented by the United Kingdom and 
European Resuscitation Councils, Nadkami says. However, the 
guidelines continue to recommend that trained healthcare 
professionals check for a pulse before doing chest compressions. 

The changes in CPR guidelines mean that individuals who have 
previously been trained in CPR will need to be re-trained when their 
current certification expires. The new CPR and advanced training 
materials will be available for widespread use by next summer. 

The updated guidelines place major emphasis on early defibrillation 
for ventricular fibrillation and AEDs as a tool to increase sudden 

applied to the chest and the device automatically senses the heart 
rhythm and determines whether a lifesaving electric shock is 
necessary. The AED prompts the user to deliver a shock and all the 
bystander has to do is press the "shock" button. Prompt bystander 
CPR combined with early defibrillation have produced survival rates 
exceeding 50 percent in some early defibrillation programs. 

The guidelines urge greater availability of AEDs - and people trained 
to use them - in fire trucks, ambulances, police cars, public buildings, 
sports arenas, theaters and airports. "If you walk through O'Hare 
Airport in Chicago, you are never more than a minute away from a 





"The changes in the CPR guidelines are aimed at simplifying training 
by focusing on the most effective aspects of resuscitation. The public 
can be assured that people trained using these guidelines are getting 
the most up-to-date science," says Robertson. "These updated 
guidelines will enable the trained rescuer to do a better job in 

Other new recommendations include: 

• Streamlining/standardizing the ratio of chest compressions to 
breaths during adult CPR. 

• Updated recommendations for emergency medical personnel 



mity/older/2000/Ay^00000488.ht 



1:06-cv-01310-GK Document 17-8 Filed 11/30/2006 Page 17 of 38 



Science Blog - Pulse check no longer recommended for layperson CPR 



such as medication treatment protocols for heart attacks, stroke 
and cardiac arrest in victims of all ages. 
• Simplification of CPR instruction. For example, techniques to 
teach management of choking (airway obstruction) in an 
unconscious victim have been greatly simplified. "There is 
evidence that chest compression in CPR creates enough 
pressure in an unconscious patient to eject a foreign body from 
an airway," Nadkami says. The use of abdominal thrusts 
(commonly known as the Heimlich maneuver) to clear an 
object from the airway of a conscious person will still be taught 
under the new guidelines. 



please call: 214-706-1173 
For other information, call: 
Carole Bullock: 214-706-1279 
Karen Hunter: 214-706-1330 

For more information about Emei 
visit the ECC Web site at www.q 
AHA4CPR (242-4277). 



:s from Science Blog. Copyright © 2004 
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Springfield, Massachusetts 

B.S. (Cum Laude) Biology 
University of Massachusetts-Lowell 
College of Pure and Applied Sciences 
Lowell, Massachusetts 
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UNIVERSITY EXPERIENCE AND PROMOTIONS 

2004 - Present Department Chairperson 

Department of Exercise Science and Physical Education 
University of Massachusetts-Boston 

2003 - Present Professor 

Department of Exercise Science and Physical Education 
University of Massachusetts-Boston 

1 997 - 2003 Associate Professor (tenured) 

Department of Exercise Science and Physical Education 
University of Massachusetts-Boston 

1 99 1 - 1 997 Assistant Professor 

Department of Exercise Science and Physical Education 
University of Massachusetts-Boston 

Positions and Committees at UMASS-Boston 

1991 - 2003 Coordinator of Exercise Physiology Concentration 

1 99 1 - 2003 Faculty Coordinator of Exercise Physiology Internship Program 

2000 - 2003 Chair, College Personnel Committee 

1 999 - 2000; 2002 Department Personnel Committee (member) 

1 998 - 2000 Chair, College of Nursing and Health Sciences Faculty Senate 
2002 - present College of Nursing and Health Sciences Faculty Senate (member) 
1991 - 1997 Director, Human Performance Laboratory 

1 996 - 1 998 University Honors Program Advisory Council 

1995-1996 Beacon Fitness CenterManager/Asst. Manager Search Committee 

1996-1998 Chair, Department Curriculum Committee 

1 994 - 1995 Department Curriculum Committee (member) 

1 994 - 1 995 University Faculty Council Executive Committee 

1 993 - 1 996 University Faculty Council 

1991 - 1995 Beacon Fitness Center Planning Advisor 

1 99 1 - 1 995 Health Services Annual Health Fair 

1 99 1 - 1 992 College Student Affairs Committee 
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PROFESSIONAL EXPERIENCE AND ADVISORY POSITIONS 

2004 - Present YMCA of the USA (Corporate Headquarters, Chicago, IL) 

Medical Advisory Board 

Role: Responsible for developing policies and reconimendations on health 
and wellness for approximately 2,500 YMCAs across the U.S. serving 
over 1 8 million A 



2004 - Present Healthworks Fitness Centers for Women 

Specialty Consultant and Wellness Advisor 

Role: Develop weight management programs for use at five different 
facilities serving over 30,000 women in Greater Boston. 

2002 -Present YMCA of Greater Worcester, MA 

Wellness Advisor 

Role: Provide guidance and direction to foster the development of 
welhiess programs serving over 25,000 residents of Central 
Massachusetts. 

2002 YMCA of the USA (Corporate Headquarters, Chicago, IL) 

Special Project Coordinator: Diabetes Prevention 

Role: Assist leadership of the national YMCA to develop lifestyle 
programs and resources to prevent and manage type 2 diabetes for use at 
YMCAs across the U.S. 

2001 - 2002 YMCA of the USA (Corporate Headquarters, Chicago, IL) 

Special Project Coordinator: Automated External Defibrillators 

Role: Chair a writing group and serve as primary author of a technical 
assistance paper on automated external defibrillators for distribution to all 
YMCA facilities across the U.S. 

2000 - 200 1 Rippe Lifestyle Institute 

(An Affiliate of Tufts University School of Medicine) 
Advisor for Research and Preventive Cardiology Programs 

Role: Provide expertise for developing and conduction clinical research 
studies on physical activity, diet, behavior change, and lifestyle 
disease management topics. 

1 998 - 2000 WellBridge Health and Fitness / Club Sports International 

Applied Science Advisor 

Role: Provide expertise to develop policies and procedures related to 
health/fitness facility standards and lifestyle disease management 
programs. 
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Professional Experience and Advisory Roles (continued) 

2000 -2002 Reebok, Inc. (Corporate Headquarters Stoughton, MA) 

Chair, Reebok University and American College of Sports Medicine 

(ACSM) Advisory Board 

Role: Develop initiatives to enhance physical activity nationally and 

internationally through a strategic partnership between Reebok and 

ACSM. 

1991 - 1998 Boston University Medical Center, Department of Medicine, 

Section of Cardiology. Co-Founder and Program Director, Clinical 
Exercise Program. 

Role: Provide leadership to establish and maintain a resource for 
residents of the local urban community to become more physically active 
and reduce risk of cardiovascular disease and other lifestyle co-morbid 
conditions. Design and conduct clinical research studies; supervise patient 
exercise training sessions and research protocols; supervise other program 
personnel and UMASS-Boston student interns. 



1988 - 1989 Research Assistant, Brigham and Women's Hospital, Section of 

Cardiology, Harvard Medical School, Boston, Massachusetts. 

PROFESSIONAL HONORS AND CERTIFICATIONS 

1995 - present Fellow, American College of Sports Medicine 

1 995 - present Program Director, American College of Sports Medicine 

PROFESSIONAL SERVICE: EDITORIAL 

2002 - present Section Editor - The American Journal of Medicine & Sports 

2001- present Editorial Board - The American Journal of Medicine & Sports 

1 997 - 2002 Editorial Board - ACSM's Health and Fitness Journal 

1998 - 2002 Editorial Board - Journal of Cardiopulmonary Rehabilitation 

1991- present Manuscript reviewer for many journals (e.g., ACSM's Health and Fitness 

Journal, Medicine and Science in Sports and Exercise, Journal of 
Cardiopulmonary Rehabilitation, and American Journal of Medicine and 
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PROFESSIONAL SERVICE: OFFICES HELD AND RELATED ACTIVITIES 
American College of Sports Medicine (National) 

2002 - present Board of Trustees (Allied Health and Education) 

Annual Meeting Program Committee 
Strategic Planning Committee 
Health/Fitness Summit Program Committee 



2001 - present 
2000 - 2001 
1997 -present 
1996 -present 



Workshop Director 

Health/Fitness Instructor Workshop and Certification 

University of Massachusetts - Boston 

1 999 Health/Fitness Facility Accreditation Committee 

1 999 Workshop and Certification Director 

Exercise Leader Certification 
Reebok, Inc., Stoughton, Massachusetts 

1996 Certification Director 

Exercise Leader Workshop and Certification 
Canyon Ranch, Lenox, Massachusetts 

American College of Sports Medicine (New England Regional Chapter) 

2000 -present Board of Trustees 

. 999 - 2000 Past-President 

- 1999 President 

997-1998 President-Elect 

,996-2000 Spring Program Committee 

996 - 1997 Chair, Corporate Sponsors Committee 

994 - present Fall Program Committee 

994 - 1996 Member-at-Large 
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m Heart Association - Massachusetts Affiliate 

1 993 - 1 995 Committee on Cardiovascular Risk Prevention 

1 993 - 1 995 Task Force on Cardiovascular Risk Prevention in Racial Minorities 

Massachusetts Governor's Council on Physical Fitness 

1991 - 1994 Fitness Day on the Hill (Planner and Participant) 

TEACHING/UNIVERSITY EXPERIENCE 

1 99 1 - present College of Nursing and Health Sciences 

Department of Exercise Science and Physical Educatioii 
University of Massachusetts-Boston, Massachusetts. 

Annual Teaching requirements 

• 9 credit hours (3 courses) per semester 

• 25-70 students per class 

• 20-30 student advisees per semester 

TEACHING/UNIVERSITY EXPERIENCE 



Course Taught 


All 3 credits 


HPF256 


Lifetime Fitness 


HPF321 


Physiology of Exercise I 


HPF 322* 


Physiology of Exercise II 


HPF356 


Fitness Appraisal and Program Design 


HPF 370* 


Pre-Practicum in Adult Fitness 


HPF376* 


Exercise Program Design 


HPF 405 


Advanced Topics in Exercise Science 


HPF 466 


Clinical Exercise Testing 


HPF 486 




HPF 480 


Independent Study m Exercise Science 


♦Developed and taught as new course offering 


Othe 





Instructor 

University of Massachusetts-Boston 

College of Nursing/Department of Human Performance & Fi 
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Teaching Experience (continued) 

1987 - 1991 Course Instructor 

Boston University 

Sargent College of Allied Health Professions 

Department of Health Sciences 

Courses Taught 

Exercise Testing and Prescription 

Advanced Topics in Cardiopulmonary Science 

Cardiopulmonary Assessment 

1988 - 1989 Laboratory Instructor 

University of Massachusetts-Lowell 
College of Allied Health professions 
(Anatomy and Physiology) 

1985 - 1987 Graduate Teaching Assistant 

Springfield College 
Biology Department 
(Anatomy and Physiology) 

SELECTED INVITED LECTURES/PRESENTATIONS (chronological listing) 

1. Delivered many lectures at regional and national health/fitness centers, hospitals, 
businesses, and community centers on the following topics: 

Exercise for weight loss/obesity 

Promoting physical activity 

Beginning an exercise program 

Aerobic exercise prescription 

Cardiac rehabilitation/cardiovascular risk reduction 

2. Course lecturer - "Metabolic Exercise Testing." Seminar for 4"' Year Medical Students 
Boston, Massachusetts. 1992-1994 

3. Course lecturer - "Exercise Physiology: A Review for Personal Trainers." Preparatory 
course for American Council on Exercise Personal Training Certification Exam. Boston, 
Massachusetts. 1993 - 1995. 

4. Invited speaker - "Enhancing the Safety and Efficacy of Exercise Training Obese 
CUents." American College of Sports Medicine - New England Regional Chapter 
Annual Meeting. Boxborough, Massachusetts. 1994. 

" Regional Personal Training Conference. 
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Invited speaker - "Metabolic Calculations." American College of Sports Medicine 
Exercise Specialist Workshop. Northeastern University, Boston, Massachusetts. 1995 - 



7. Invited speaker - "Exercise and Diet for Weight Loss." Ameri 



. Workshop Director and Presenter. American College of Sport Medicine Health/Fitness 
Instructor Workshop. University of Massachusetts-Boston. 1997-2002. 



10. Invited speaker - "Exercise for Weight Loss: Myths and Misconceptions." lO"" Annual 
American Heart Association (Massachusetts Affiliate) Health/Fitness Exposition. Boston, 
Massachusetts. 1995. 

1 1 . Invited speaker - "Exercise Programs for Obese Patients." Cardiology Grand Rounds, 
Spaulding RehabiHtation Hospital, Boston, Massachusetts. 1995. 

12. Invited speaker - "Exercise for Weight Loss: A Case Study Approach." American 
College of Snorts Medicine - New England Regional Chapter Annual Spring Meeting. 
Amherst, Massachusetts. 1996. 



15. Invited speaker - "Pioneering New Roles for the Clinical Exercise Physiologist." 

American College of Sports Medicine - New England Regional Chapter Annual Meeting, 
Boxborough, Massachusetts. 1996. 
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19. Invited speaker - "How Much Exercise is Enough?" IDEA International Personal 
Training Summit. N ew York. New York. 1997. 

20. Invited speaker - "Exercise and Weight Loss; Its Uses and Limits in Obesity." 
Massachusetts Association of Cardiovascular and Pulmonary Rehabilitation. 
Framingham, Massachusetts. 1 997. 

2 1 . Invited speaker - "Body Composition 
National Strength and Conditioning A; 
1997. 

22. CoUoquia Chair/Presenter - "Ready or Not Here They Come: Persons with Heart Disease 
at Fitness Centers." American College of Snorts Medicine Annual Meeting. Denver, 
Colorado. 1997. 

23. Invited speaker - "Aerobic Exercise and Interval Training." National Strength and 
Conditioning Association's Essentials of Strength Training and Conditioning 
Symposium. Boston, Massachusetts. 1997-1999. 

24. Invited speaker - "Exercise Training Guidelines for Clients with Cardiovascular Disease 
in Health Clubs." American College of Snorts Medicine - New England Regional 
Chapter Annual Meeting. Providence, Rhode Island. 1997. 



26. Invited speaker - "The Art and Science of Exercise Prescription for Obesity." American 
College of Sports Medicine - New England Regional Chapter Spring Meeting. Concord, 
Massachusetts. 1998. 

27. Invited speaker - "Designing Exercise Programs for Obese Chents." 
Sports Medicine's 1998 Health / Fitness Summit. Austin, Texas. 1" 

28. Invited speaker - "Screening for Cardiovascular Disease in Health Clubs." American 
College of Sports Medicine's 1998 Health / Fitness Summit. Austin, Texas. 1998. 



30. Invited speaker - "Diet, Exercise, and Physical Activity." American Heart Association 
New England Regional Chapter Conference on Women's Health. Worcester, 
Massachusetts. 1998. 

31. Invited speaker - "Cardiac Rehabilitation and Secondary Prevention in Women" 
American College of Snorts Medicine - New England Regional Chapter Annual Meeting. 
Providence, Rhode Island. 1998. 
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34. Invited speaker - "Resistance Training and Obesity." American College of Sports 
Medicine - New England Regional Chapter Spring Meeting. Concord, Massachusetts. 
Spring, 1999. 



36. Invited speaker - "The Art and Science of Body Composition Assessment." American 
College of Sports Medicine -New England Regional Chapter Annual Meeting. 
Providence, Rhode Island. Fall, 1999. 

37. Invited speaker - "Cardiac Risk Factors and Exercise." American College of Sports 
Medicine Exercise Leader Workshop and Certification. Reebok University, Stoughton, 
Massachusetts. Fall, 1999. 

38. Invited speaker - "Expanding the Bottom Line: Obesity, Overweight and Health 
Intervention Strategies." Medical Fitness Association Conference . Atlanta, Georgia. 
Fall 1999. 

39. Invited speaker - "Practical Guidelines for Clients with Coronary Heart Disease." 
American College of Sports Medicine's Health/Fitness Summit. San Diego, California. 
Spring 2000. 

40. Invited speaker - "The Physiology of Resistance Training." American College of Sports 
Medicine's Certificate of Advanced Qualification Workshop. San Diego, California. 
Spring, 2000. 

41. Invited speaker - "Diet and Exercise for the Treatment of Obesity and Exercise 
Prescription for Cardiovascular Disease." American College of Sports Medicine Exercise 
Specialist Certification Workshop. William Beaumont Hospital. Royal Oaks, Michigan. 
Summer, 2000. 

42. Invited speaker - Working with Higher Cardiovascular Risk Clients." American College 
of Sports Medicine New England Regional Chapter Annual Meeting. Providence, Rhode 
Island. Fall 2001. 

43. Keynote Speaker - "Strong hearts. Strong Muscles, Healthy Aging." American Heart 
Association CNew England Affiliate) . Cathohc Medical Center, Manchester, New 
Hampshire. February 2001. 



:v-01 31 0-GK Document 1 7-8 Filed 1 1 /30/2006 Page 29 of 38 



44. Invited speaker and Conference Chair - "Physical Activity Programs for Managing 
Overweight." American College of Sports Medicine Summit Pre-Conference. Las Vegas, 
Nevada. April 2001. 

45. Invited speaker - "Resistance Training and Coronary Prone Clients: New Guidelines 
from the AHA". American College of Sports Medicine Health/Fitness Summit and 
Exposition. Las Vegas, Nevada. April 2001. 

46. Keynote Speaker - "Are There Effective Strategies to Tighten America's Expanding 
Waistline?" The New England Racquet & Sportsclub Association Spring Conference & 
Fitness Expo. Manchester, New Hampshire, May 2001 . 



Chapter Annual Meeting. Providence, Rhode Island.Fall 2001. 



Orlando, Florida. April 2002. 



50. Invited speaker - "New Recommendations and Resources for Physical Activity and 
Cardiovascular Health." American College of Sports Medicine Health/Fitness Summit 
and Exposition. Orlando, Florida. April 2002. 

5 1 . Invited speaker and Session Chair - "New Frontiers in Promoting Health and Fitness in 
Older Clients . " American College of Sports Medicine Health/Fitness Summit and 
Exposition. Oriando, Florida. April 2002. 



55. hivited Speaker - Physical Activity Safeguards for Older Adults. American College of 
Sports Medicine New England Regional Chapter Annual Meeting. Providence, Rhode 
Island. November 2002. 



1:06-cv-01310-GK Document 17-8 Filed 1 1/30/2006 Page 30 of 38 



56. Invited Speaker - Serving "At Risk" and Older Populations: A Practical Approach to 
Meet Evolving Standards and Guidelines. International Health. Racquet, and Sportsclub 
Association Annual Meeting . San Francisco, California. February 2003. 

57. Invited Speaker; Implementing an AED program. International Health. R acquet, and 
Sportsclub Association Annual Meeting . San Francisco, California. February 2003. 

58. Invited Speaker - Physical activity without weight loss: Independent health benefits? 
American College of Snorts Medicine Health/Fitness Summit and Exposition. Reno, 
Nevada. April 2003. 



60. Speaker and Symposia Chair - Steps to Prevent Chronic Disease; Scientific Evidence of 
Walking. American College of Sports Medicine Annual Meeting. San Francisco, 
California. May 2003. 

61. Invited Speaker: AEDs and Evolving Standards in Emergency Preparation. International 
Health. Raccuet. and Sportsclub Association Annual Meeting . Las Vegas, Nevada. 



62. Invited Speaker and Symposium Chair - From Inactive to Active: Tools to Attract, 
Motivate, and Retain. American College of Sports Medicine Health/Fitness Summit and 
Exposition. Las Vegas, Nevada. April 2004. 

63. Invited Speaker - Weight Management Practices in the Fitness Setting: Best Practices 
and Practical Strategies. American College of Sports Medicine Health/Fitness Summit 
and Exposition. Las Vegas, Nevada. April 2004. 

64. Invited Speaker and Symposium Chair - Lifestyle Interventions to Prevent Type 2 
Diabetes (T2D): Current Evidence and Future Directions. American College of Sports 

le Annual Meeting. Indianapolis, Indiana. June 2004. 



1:06-cv-01310-GK Document17-8 Filed 1 1/30/2006 Page31of38 



PUBLICATIONS 



. Mclnnis KJ and Eickhoff-Shemek J. ACSM's Health and Fitness Facilities Standards and 
Guidelines (3"* edition). Champaign, IL; Human Kinetics. 2003. 



1 . Mclnnis KJ and Balady GJ. Exercise Guidelines for Health/Fitness Facilities. In: The 
Health Professionals Guide to Diabetes and Exercise. American Diabetes Association 
CUnical Education Series. Alexandria, VA. 2001. 

2. Melanson KJ, Mclnnis KJ. Rippe JM. Modem Management of Obesity: The Value of a 
Multidisciplinary Approach. In: Foreyt J, Mclnnis KJ. Poston WC, Rippe JM. Lifestyle 
Obesity Management. London, UK: Blackwell Science. 2002. 

3. Melanson, KJ, Meigs JB, Mclnnis KJ. Rippe JM. Managing Obesity to Lower the Risk of 
Cardiovascular Disease and Other Chronic Conditions. In: Foreyt J, Mclnnis KJ. Poston 
WC, Rippe JM. Lifestyle Obesity Management. London, UK: Blackwell Science. 2002. 

4. Melanson, KJ, Meigs JB, Mclnnis KJ. Rippe JM. Obesity and Health: Public Policy 
Implications and Recommendations. In: Foreyt J, Mclnnis KJ. Poston WC, Rippe JM. 
Lifestyle Obesity Management. London, UK: Blackwell Science. 2002 



Champaign, IL: Human Kinetics. 2003. 

6. Faigenbaum AD and Mclnnis KJ . Exercise Prescription: Muscular Strength and Endurance. 
In: Health Fitness Instructor 's Handbook (4"' Edition). Howley E and Franks D (editors), 
Champaign, IL: Human Kinetics. 2003. 

7. Mclnnis KJ and Ribisl P. Forward In: Legal Aspects of Preventive, Rehabilitative and 
Recreational Exercise Programs, Fourth Edition. Herbert D. Canton, Ohio: PRC Publishing 
Company. 2001. 
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Articles (Peer Reviewed) 

ie testing protocol on ischemia detection. 



2. Mclnnis KJ and Balady GJ. Comparison of sub-maximal exercise responses using the 
Bruce vs. modified Bruce protocols. Med Sci Sports Exerc 26(1):103-107, 1993. 

3. Balady GJ and Mclnnis KJ. Cardiac rehabilitation in obese patients. Chest 109(l):3-4, 



. Mclnnis KJ. Spahn CM, Lerman RH, Balady GJ. Prediction of oxygen uptake and 
energy expenditure during exercise in obese womea J Cardiopulm Rehabil 16:249-254, 
1996. 

. Mclnnis KJ, H ayakawa S, Balady GJ. Cardiovascular screening and emergency 
procedures at health clubs and fitness centers. Am J Cardiol 80:380-383,1997. 

. Mclnnis KJ . Safe exercise for heart disease patients. ACSM's Health and Fitness 
yowrna/ September/October, l(5):26-33, 1997. 



Mclnnis KJ, Pierce G, Bader D, Balady GJ. Comparison of cardiopuhnonary responses 
in obese women using ramp vs. step treadmill protocols. Am J Cardiol 83 :289-29 1 , 
1999. 



;s. ACSM's Health 



IS. ACSM Current Comments 
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16. Mclnnis KJ. Herbert W, Herbert D, Herbert J, Ribisl P, Franklin B. Low compliance 
with national standards for cardiovascular emergency preparedness at health clubs. Chest 
2001; 120:283-288. 

n- Obesity: Genes, gluttony, or 



18. Mclnnis KJ . Herbert D, Herbert W. Are health clubs unfit for cardiovascular 
emergencies. Cardiovascular Reviews and Reports 2001: Oct: 570-572. 

19. Mclnnis KJ . Physical activity counseUng in the primary care setting: Effectiveness, 
challenges, and guidelines. Am J Med Sports 2002;3:171-177. 

20. Roberts D, Pober P. Mclnnis KJ. Rippe J, Freedson P. A review of selected 
submaximal, overground and treadmill walking tests: Good predictors of aerobic capacity 
and functional fitness? Clinical Exercise Physiology 2002; 4:68-74. 

2 1 . Mclnnis KJ . Physical inactivity and osteoarthritis: One for the ages. Am J Med Sports 
2002;5:241-252. 

22. Mclnnis KJ . Modest Ufestyle changes prevent type 2 diabetes in persons at high risk. Am 
J Med Sports 2002; 7:392-395. 

23. Pober D, Freedson P, Kline G, Mclnnis KJ. Rippe J. Relationship of age to selected 



24. Pober D, Freedson P, Kline G, Mclnnis KJ . Rippe JM. Development and validation of a 
one-mile treadmill walk test to predict peak oxygen uptake in healthy aduhs ages 40 to 79 
years. Can J Appl Physiol 2002 Dec;27(6):575-89. 



27. Mclnnis KJ. Franklin BF, Rippe JM. Counseling for Physical activity in the o\ 
and obese patient Am Fam Phys 2003;67:1249-56. 
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29. Mclnnis KJ. Advising patients on selecting a health/fitness facility and qualified 
personal fitness trainer Am J Med Sports 2003; May/June 238-241. 



from the obesity education 



31. Fragala M, Pober D, Freedson P, Mclnnis KJ , Rippe J. How accurate are HR max 
prediction models for middle-aged and older adults? J Aging andPhys Activity in press. 

32. Mclnnis KJ. Fiutem J, Cooper L, Geise T, Pober D, Freedson P Rippe J. A validated 
treadmill walk test to assess cardiorespiratory fitness in sedentary and obese adults. Med 
Sci Sports Exerc. In review. 



1 . Mclnnis KJ . Balady GJ, Weiner DA, Ryan TJ. Physiologic responses are similar using 
different exercise testing protocols in patients with CAD. Journal ofCardiopulm Rehabil 
316A, 191. 1991. 

2. Mclnnis KJ. Balady GJ, Weiner DA, Ryan TJ. Does the ischemic threshold differ during 
the standard vs. the modified Bruce exercise testing protocols? Journal of the American 
College of Cardiology 17(2):81A, 1991. 

3. Mclnnis KJ. Pierce GL, Bader D, Balady G. Evaluation of cardiopuhnonary responses in 
obese women using ramp vs. graded protocols. Med Sci Sports Exerc 26(5):392, 1994. 

4. Mclnnis KJ. Spahn C, Leiman RH, Balady GJ. Measured vs. predicted oxygen uptake 
during treadmill walking in moderately obese womea Med Sci Sports Exerc 
26(5):S 159, 1994. 

5. Mclnnis KJ and Balady GJ. Effect of body composition on oxygen uptake and exercise 
energy expenditure: body builders vs. obese males. A/ed/dne and Science in Sports and 
Exercise 27(5):S72,\995. 



, Mclnnis KJ and Balady GJ. Body composition affects oxygen uptake independently of 
body weight. Journal of American College of Cardiology 27(2):152A, 1996. 



. Hayakawa S, Mclnnis KJ. Cosineau P, Balady GJ. Staffing and emergency procedures 
in fitness centers offering exercise programs for the elderly and persons with heart 
disease. Med Sci Sports Exerc 28(5):S13,1996. 
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12. Mclnnis KJ . Pierce G, Bader D, Balady GJ. Exercise testing in obese patients ramp vs 
stepped protocols. Circulation I; 146: 1 997. 

13. Mclnnis KJ. Pierce G, Bader D, Balady GJ. Evaluation of peak cardiopulmonary 
responses using newer ramp protocols. Med Sci Sports Exerc 1 998. 



15. Rippe JM, Klein GL, Mclnnis KJ . Managing the overweight woman: barriers and 
opportunities. Presented Ninth Annual Congress on Women's Health & Gender-Based 
Medicine, 2001. 



17. Melanson KJ, Dell'Oho J, Carpenter MR, Berlin DP, Knipe SJ, Mclnnis KJ. Rippe JM. 
The influence of a 12-week walking program, with and without weight loss, on 
cardiovascular risk factors in obese adults. Obesity Research. 9;3:160S 2001. 

18. Melanson KJ, Dell'Olio J, Carpenter MR, Berlin DP, Knipe SJ, Mclnnis KJ. Rippe JM. 
Self-efficacy and quality of life in obesity: roles of diet counseling and degree of weight 
\ois.JADA. Suppl 101:A-19;2001. 

19. Cooper L, Geise T, Fiutem J, Dell'OHo J, Turgiss J, Mclnnis K. Rippe J. Perceived 
barriers to weight loss in obese adults. Med Sci Sports Exerc, 2002. 

20. Geise T, Cooper L, Fiutem J, Dell'Olio J, Turgiss J, Mclnnis K . Rippe J. Identifying 
individualized goals, perceived barriers, and readiness for behavior change in obese 
adults. Med Sci Sports Exerc, 2002. 

21. Pober D, Mclnnis K. Fiutem J, Langdon J, Harding D, Young C, Freedson P, Rippe J. 
Prescribing target heart rates for obese adults: "old" vs "new" heart rate max prediction 
models. Med Sci Sports Exerc, 2002. 

22. Fiutem J, Mclnnis K . Pober D, Dell'Olio J, Freedson P, Rippe J. Validation of a 
treadmill walking test to estimate cardiorespiratory fitness in obese patients. Med Sci 
Sports Exerc, 2002. 
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23. Fagala M, Pober D, Freedson P, Mclnnis K. Rippe J. How accurate are HRmax 
prediction models in middle-age and older adults. Med Sci Sports Exerc, 2002. 

24. Mclnnis K . Turgiss J, Murray S, Herbert W, Franklin B. Reversing Sudden Cardiac 
Death in Health Clubs: Success of AEDs and Emergency Preparedness. Circulation 
2003;108(17): 737-738. 

25. Mclnnis K . Fiutem J, WilUams H, Franklin B, Rippe J. Is Walking at a Self-Selected 
Pace an Adequate Cardiorespiratory Stimulus for Promoting Health and Fitness in Obese 
Adults? Circulation 2003; 108(17): 1228. 



Articles (Invited Reviews) 

1 . Mclnnis KJ . Exercise training for obesity. Idea Today April 50-51,1 994. 

2. Mclnnis KJ . Taking care of their hearts. Idea Today Nov-Dec 38-46, 1994. 

3. Mclnnis KJ . Exercise physiology review: Play it cool. Nautilus Magazine Summer 9-11, 
1994. 

4. Mclnnis KJ . Exercise physiology review: Heart smart. Nautilus Magazine Spring 7-11, 
1996. 

r. New beginnings. Nautilus Magazine Spring 
v. More for less. Nautilus Magazine Summer 15- 
. Mclnnis KJ . Exercise physiology review: Shifting gears. Nautilus Magazine Fall 9-11, 



. Mclnnis KJ . Exercise physiology review: Specificity. Nautilus Magazine Spring 9-1 
1997. 



1. Rippe JM and Mclnnis KJ and. Get moving-physical activity is good for your health. 
Time Magazine June 1 1 , 2000. 



:v-01310-GK Document 17-8 Filed 1 1/30/2006 Page 37 of 38 



12. Mclnnis KJ and Rippe JM. Get moving-physical activity is good for your health. Tim 
Magazine December 11, 2001. 

13. Mclnnis KJ. AED alert: Call 911. Club Business Intemationan\me 32-35,2002. 



15. Mclnnis KJ . ABC'sofAEDs. MAX! American College of Sports Medicine New 
England Regional Chapter. F.all 2002. 

OTHER PROFESSIONAL WORKS 

Educational Video's 

Mclnnis KJ. Exercise for the Overweight CUent. American College of Sports Medicine 
Healthy Learning Video Series. Monterey, California. 1999. 

Mclnnis KJ . The Art and Science of Body Composition Assessment. American College of 
Sports Medicine Healthy Learning Video Series. Monterey, California. 1999. 



Mclnnis KJ. Automated External Defibrillators: A Technical Assistance Paper from the 
YMCA of the USA. Chicago, IL. 2001 . (50-page manual distributed to all 3,000 YMCAs in 
the U.S.) 

Mclnnis KJ. Diabetes Wellness Guide: A Technical Assistance Paper firom the YMCA of 
the USA. Chicago, IL. 2001. (30-page manual distributed to all 3,000 YMCAs in the U.S.) 



1. Mclnnis KJ . "Estimating exercise caloric expenditure in obese women: implications for 
improved monitoring of energy balance." 1 992-93 University of Massachusetts-Boston 
Junior Faculty Research Grant. Awarded $2,000. 

2. Mclnnis KJ. "The effect of body composition on oxygen consumption and energy 
expenditure in obese men." 1992-1993 University of Massachusetts-Boston Biomedical 
Research Grant. Awarded $3,000. 

3. Mclnnis KJ . 1992 "Cardiovascular response and energy costs during exercise using the fast 
track™ in overweight adults." Fast Track hic. 1992. Awarded $3,200 equipment grant. 

4. Mclnnis KJ . "Comparison of energy expenditure using a healthrider,™ motorized treadmill, 
and cycle ergometer." Healthrider, Inc. 1 994.Awarded $2,000 equipment grant. 
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GRANTS (continued) 

5. Mclnnis KJ . "Comparison of recommended vs. practiced cardiac risk screening procedure i 
health clubs." 1995-96 University of Massachusetts-Boston Joseph P. Healey Faculty 
Research Grant. Awarded $1,600. 

6. Mclnnis KJ "Exercise and coronary heart disease risk reduction: targeting obese women." 
1998-1999 University of Massachusetts-Boston Joseph P. Healey Faculty Research Grant. 
Awarded $2,500. 



8. Mclnnis KJ and Rife F. "UMASS fitness center connection -A Multi-campus fitness center 
website." (K. Mclnnis principle investigator). 1998-1999 Instructional technology for 
Academic Development grant. University of Massachusetts President's Office. Awarded 
$6,000. 

9. Mclnnis KJ . 1999-2000 WellBridge Company. "Effect of a 12-week exercise, diet, and 
behavior modification weight loss program in active older women in a health club setting." 
Awarded $16,000. 

10. Sorenson, G and Mclnnis KJ . 2003 -2005. Weight Control, Physical Activity and Cancer 
Risk Reduction Among Racially Diverse Obese Women in an Urban Community Setting, 
Pilot Project Developmental Funds to Support "Disparities in Cancer Research," "New Nodal 
Award in Cancer Disparities". Awarded $150,000. 

11. Mclnnis KJ . 2004. A pilot project to develop a youth obesity model program for YMCAs in 
Massachusetts. Massachusetts Department of Public Health (funded by the U.S. Centers for 
Disease Control and Prevention). Awarded $55,000. 



